Background
For generations, persecution and war have resulted in the movement of people across international borders within Europe, into Europe, and across many other international borders [1] . Continuing conflict especially in the Middle East and Central Asia, North Africa, and the Horn of Africa has caused many people to be displaced. Most displaced people and refugees are from low income countries, and the increased number of refugees since the onset of the Syrian war in 2010 with ongoing war in Iraq has created an international humanitarian disaster [2] . Nevertheless, the arrival of 2.68 million refugees into Europe in 2015 and 2016 (Eurostat, accessed 2nd September 2017) has been perceived as a crisis with major political, economic, social, and health dimensions. Amongst the sectors that are tested by crises and need to respond is health care, including the mental health services, in view of the anticipated high level of need.
The mental health of asylum seekers and refugees has been investigated in many studies over the last 2 decades, with increasing number of publications since the 1990s. The studies converge in many key findings. First, they show that children and adolescents, as well as parents and other family members who are displaced and become refugees, have a high level of exposure to war events and privation even prior to migration [2] [3] [4] . Recent wars reveal the appalling level of war exposure, including witnessing deaths of family, experience of combat and injury, and abuse including sexual violence of the refugees relevant for those arriving in Europe in 2015-2016 [5] [6] [7] . These adverse experiences may continue during what are often hazardous journeys in pursuit of safety. The refugees who reach resettlement countries may experience a continuing high level of adverse events associated with legal uncertainties, detention and deportation, financial hardship, social isolation, and language and employment problems, even after they have obtained legal right to remain [4] . Second, these are risk factors for psychiatric disorders such as PTSD, depression, and anxiety disorders, which may be persistent [4, 8, 9] . Nevertheless, there are significant variations in the prevalence of disorders that are associated with variation in exposure to the range of adversities. Third, many people including youngsters exposed to adverse events do not develop psychiatric disorders, and show a high level of resilience. Some studies have even found that refugees can have a lower rate of disorders than same age peers in the host population [10] . However, it is crucial to consider how that resilience might be promoted to achieve optimal well-being. This requires understanding of the complex interplay between past and ongoing risk factors, cultural (including religious) and family influences and the societal response to the recently arrived refugees, an area that requires further investigation [11] .
The influx of many refugees into Europe in 2015-2016 with awareness from earlier studies of their likely high levels of psychological distress and mental health needs prompted the European Society of Child and Adolescent Psychiatry (ESCAP) and its affiliated journal European Child and Adolescent Psychiatry to focus on the societal and mental health implications of the refugee crisis. The ESCAP position statement urged governments and other agencies to intervene to prevent the exposure of children and families to war, and when this does happen, to provide higher levels of support and interventions to reduce psychological distress and promote social This article is part of the focused issue 'Mental health issues in refugees'. function and well-being [12] . ESCAP sought to become active in disseminating information about the mental health of refugees and established an ESCAP online forum (http://www. escap .eu/care/organ izing -the-knowl edge-to-sup-port-menta l-healt h-care-for-refug ee-child ren/) [13] . One proposal arising from this initiative was to develop a focused issue of European Child and Adolescent Psychiatry, which appears here.
Social consequences of the increased refugee migration to Europe 2015-2016
The first paper [14] gives further information about the refugees coming to Europe and the policy response and knowledge of mental health of six European countries (Turkey, Greece, Germany, UK, Sweden, and Norway). These countries have been selected as they lie along the routes following departure from Iraq and Syria and taken by the migrating refugees in their pursuit of a safe haven and a better life. However, the countries are heterogeneous with regard to their past histories of receiving refugees, the numbers coming to each in association with crisis of 2015-2016, and their health care systems and responses. It is accepted that this paper does not provide a comprehensive account of all European countries and the recent experiences of some other countries are available elsewhere [15] .
The data from Eurostat show that in the year April 2016-March 2017, the top countries from which refugees came to EU countries were (numbers in brackets): Syria (245,530), Afghanistan (154,325), Iraq (100,225), Nigeria (51,230), Pakistan (43,705), Eritrea (34, 245) , and Iran (34, 740) . The data show that the refugees come from diverse cultures, as well as being culturally and linguistically different from the host communities they arrive in and in which they resettle. They often settle in cities and regions that have experienced a significant immigration of earlier groups of refugees and economic migration. Their arrival at a time, following austerity, when there has also been an increase of terrorism with radical Islamic links has further complicated the attitudes of populations and response by politicians and policy makers. The recent years have witnessed a rise of right wing anti-immigrant populist parties across Europe. It has been argued that this is the "perfect storm" in terms of changed European attitudes and perceptions that have become increasingly ambivalent and often hostile towards refugees [16] .
Hostility to asylum seekers
There are significant consequences of negative attitudes to refugees that can be seen at multiple levels, each of which can have implications for mental health. At an interpersonal level, increased hostility leads to more frequent "micro-aggressions", characterised by aggressive, racist or hostile speech and other acts, as well as more overt expressions of racism, all of which increase psychological distress and risk for psychiatric disorder [17] [18] [19] . An interesting population survey carried out in Germany investigated attitudes of adolescents and adults to unaccompanied refugee minors (URM) probably the most vulnerable group [20] . The results showed heterogeneity of response. Only 23% or respondents thought Germany could accommodate more URM, but more than 50% thought URM from the Balkans and Africa should be returned, and 34% fully or partly agreed URM from the Middle East should be returned there. It is unknown whether the attitudes would be different in other European countries. More aggressive than hostile speech and attitudes is physical violence against asylum seekers. In Germany in 2016, following the large influx of asylum seekers into the country, there were 10 attacks per day, resulting in injuries to 560 people, including 43 children (see http://www.bbc.co.uk/news/ world -europ e-39096 8330). Data regarding aggression and attacks on refugees in other European countries are not as readily accessible and this may represent a knowledge gap.
At a state level, harsher and more hostile governmental policies to asylum seekers may result in stricter barriers to entry and high rates of unsuccessful asylum applications. A case in point is the UK's "moral failure to admit refugee children", the headline in the staid Financial Times (February 12th, 2017), linked to the government's refusal in 2016 to join the EU plan to resettle 160,000 across the bloc and further obstacles to supporting asylum seekers. More harsh attitudes are also reflected in the use of detention for immigration purposes and often used prior to deportation. Consistent with this is the finding that the UK has one of the largest detained populations of asylum seekers in the EU. Detention has been reported for years to be an adversity that increases psychological distress and risk of psychiatric disorder, with studies carried out predominantly with adolescents and adults [21, 22] . This is a notoriously difficult population to investigate, as even gaining access can be restricted by government policy [23] . An innovation is the original report in this issue of a study of children aged 3-13 years who had experienced immigration detention with family members for variable lengths of time [24] . This nuanced qualitative study revealed the persistent effects manifest in play but reflecting mental states and preoccupation with the themes of confinement, loss of protection, and violence. These are experiences that appear detrimental to well-being, and in combination with the effects of detention on parental mental health and parent child interaction, suggest mechanisms for possible increased rates of psychopathology. Also reported in this issue is a community-based study from Australia, confirming that detention is associated with increased psychological distress and risk of disorder amongst groups of asylum seeking children [25] .
Family and cultural influences on adjustment
The refugees arriving in Europe come from countries with different cultures than those found in the countries in which they settle. Their cultural adaptation requires various strategies, one of which is acculturation, the process by which they acquire the culture, values, and language of the host society [26] . Recent perspectives accept that this process involves acquisition of new cultures without abandonment of the culture of origin, so that immigrants, and especially the young population, become flexibly multicultural [27] . The study reported in this issue regarding Somali Bantu refugees settled in USA [28] describes the family processes associated with these changes. In particular, the parental experience of loss of culture and pain of exile and parent-child misappraisals suggest how the seeds for conflict, emotional distance, and low adolescent support could arise and contribute to psychopathology. The important influence of parental psychological distress on child adjustment is revealed in the study of Syrian refugee parent-child pairs recruited from schools in Turkey. While as expected trauma predicted children's posttraumatic stress symptoms, predictors of general childhood psychological distress included parental factors (but not trauma) [29] .
While it is accepted that refugees have a high level of resilience, a considerable minority will need access to mental health services. In this setting, socio-cultural influences are also important, in view of the link between the migration history, asylum issues, and culturally shaped perception of distress and disorder and attitudes to intervention [30] . This serves as a useful reminder that the encounter between western mental health services and refugees is itself an intercultural encounter, for which appropriate knowledge and reflection is required [31] .
Unaccompanied refugee minors
There have been numerous reports that unaccompanied minors are at high risk of psychological distress and psychiatric disorder, but most studies have significant methodological problems such as small sample size and potentially ascertainment bias [8] . It is gratifying to see the rigorous population-based study from Denmark [32] . This reports higher incidence rates of psychiatric disorders (all categories combined and neurotic disorders, in ICD-10 terms) amongst unaccompanied minors than accompanied refugees. There has been concern how best to help this vulnerable group.
The review of treatment studies for psychiatrically distressed unaccompanied refugee minors is very revealing in demonstrating the dearth of adequate studies with this group [33] , although cognitive behavioural approaches with individuals or groups look promising [34] and interventions that give meaning to the events (psychoeducation, rapport building, and use of narratives) could also be effective [35] . The potential for offering the interventions to large groups and ensuring that the unaccompanied minors find them rewarding and effective and can make sense of the interventions is also important [36] .
Future research
This focused issue highlights some aspects of the experiences of refugees in resettlement countries following flight from war, organized violence, and community destruction. The papers address salient adversities and protective factors for psychological distress. Unaccompanied asylum seeking minors are particularly vulnerable. Surprisingly, little is known about psychiatric epidemiology, help seeking and best interventions, and health care systems for this new influx of young refugees. Urgent attention is needed to address these deficiencies, and this requires action at local, national, and international levels.
